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The potential and possibilities for prevention of mental
and behavioural disorders have increased substantially in
recent years. This paper provides a brief review of the
place of prevention within the overall public health strate-
gy for mental and behavioural disorders, summarizes the
current evidence for generic prevention interventions, and
makes suggestions on how these can become part of poli-
cy and practice. For further information, the reader is
referred to two publications produced by the World Health
Organization (WHO) (1,2). 

Universal, selective and indicated preventive interven-
tions are included within primary prevention. Universal
prevention targets the general public or a whole popula-
tion group that has not been identified on the basis of
increased risk. Selective prevention targets individuals or
subgroups of the population whose risk of developing a
mental disorder is significantly higher than average, as evi-
denced by biological, psychological or social risk factors.
Indicated prevention targets high-risk people who are
identified as having minimal but detectable signs or symp-
toms foreshadowing mental disorder or biological markers
indicating predisposition for mental disorder, but who do
not meet diagnostic criteria for disorder at that time. 

Secondary prevention seeks to lower the rate of estab-
lished cases of the disorder or illness in the population
(prevalence) through early detection and treatment of
diagnosable diseases. Tertiary prevention includes inter-
ventions that reduce disability, enhance rehabilitation and
prevent relapses and recurrences of the illness. This paper
focuses on primary prevention of mental disorders. 

The distinction between mental health promotion and
mental disorder prevention lies in their targeted outcomes.
Mental health promotion aims to promote positive mental
health by increasing psychological well-being, competence
and resilience, and by creating supporting living condi-
tions and environments. Mental disorder prevention has
as its target the reduction of symptoms and ultimately of
mental disorders. It uses mental health promotion strate-
gies as one of the means to achieve these goals. Mental
health promotion, when aiming to enhance positive men-
tal health in the community, may also have the secondary
outcome of decreasing the incidence of mental disorders.
Positive mental health serves as a powerful protective fac-
tor against mental illness. However, mental disorders and
positive mental health cannot be described as the different
ends of a linear scale, but rather as two overlapping and
interrelated components of a single concept of mental
health (3). Prevention and promotion elements are often
present within the same programmes and strategies,
involving similar activities and producing different but
complementary outcomes.

BUILDING THE EVIDENCE BASE FOR PREVENTION
OF MENTAL AND BEHAVIOURAL DISORDERS

The call for evidence-based prevention and health pro-
motion has triggered an international debate among
researchers, practitioners, health promotion advocates
and policy makers (4-12). Paraphrasing the definition of
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evidence-based medicine by Sackett et al (13), evidence-
based prevention and health promotion is defined as the
“conscientious, explicit and judicious use of current best
evidence in making decisions about interventions for indi-
viduals, communities and populations to facilitate the cur-
rently best possible outcomes in reducing the incidence of
diseases and in enabling people to increase control over
and to improve their health”. Evidence from systematic
research aims to avoid uncertainty in decisions due to lack
of information, or decisions based on biased assumptions,
which might in turn lead to wasting time and resources or
investing in interventions with detrimental outcomes.

In supporting decision making, the use of scientific evi-
dence becomes especially important when the implications
of a decision are large, such as the choice of a new preven-
tive programme for national implementation. Given the
high costs and the pressure for accountability in spending
public money, such a decision needs to be based on solid
evidence, showing that the programme works and can pro-
duce a return in investment. For this, the use of evidence on
the cost-effectiveness of given interventions is also crucial.

Different dimensions need to be taken into account
when estimating the value of scientific evidence. First, evi-
dence needs to be evaluated in terms of its quality, defined
by the appropriateness of used research methods, to avoid
biased observations and invalid conclusions. Several meta-
analyses have found higher effect size in studies that use
research designs rated as high in quality (5,14,15). Second-
ly, the value of the outcomes themselves, including the
strength and type of effects, will also have to be appraised.
Thirdly, the value of scientific evidence should be evaluated
in terms of its actual use and impact for decision making.
Finally, the value of the evidence will have to be combined
with other indicators, also essential when considering the
dissemination or adoption of prevention programmes, such
as the transferability, feasibility and adaptability of pro-
grammes to other situations or cultures (16,17). 

In evaluating the quality of the evidence, probably one of
the “hottest” issues in the debate is whether randomized
controlled trials (RCTs) should be considered the best
design to warrant internal validity in complex interven-
tions. Although the strength of RCTs is widely recognized
and used in prevention research, many scientists in this
field have expressed serious objections to accept this design
as the one and only gold standard (6,12,18-23). RCTs are
designed to study causal influences at individual level using
mono-component interventions in a highly controlled con-
text and thus are primarily suitable for evaluating clinical or
preventive interventions at individual or family level. Many
preventive interventions address whole schools, compa-
nies, communities or populations. They use multi-compo-
nent programmes in a dynamic community setting, where-
in many contextual factors are hardly controllable. The
strict RCT design does not fit well in this context and, to
retain its advantages in the context of community interven-
tions, randomizations must be done at larger unit levels

such as school classes, whole schools or communities.
However, the feasibility of such randomized community
designs is limited for practical, political, financial or ethical
reasons. In those cases where, for example, ethical objec-
tions impede the use of randomization, quasi-experimental
studies, using matching techniques to reach comparability
between experimental and control groups, and time-series
designs offer valuable alternatives. 

The building of the evidence base requires a stepwise
and incremental approach applying different methods
depending on the information needed for a given decision.
International exchange of evidence through common
databases is essential for developing a strong evidence
base, and for understanding the impact of cultural factors. 

ADDRESSING RISK AND PROTECTIVE FACTORS 

Risk factors are associated with an increased probabili-
ty of onset, greater severity or longer duration of major
health problems. Protective factors refer to conditions that
improve people’s resistance to risk factors and disorders:
they have been defined as those factors that modify, ame-
liorate or alter a person’s response to some environmental
hazard that predisposes to a maladaptive outcome (24). 

There is strong evidence on risk and protective factors
and their links to the development of mental disorders
(25,26). Both risk and protective factors can be individual,
family-related, social, economic or environmental in
nature. Mostly it is the cumulative effect of the presence of
multiple risk factors, the lack of protective factors and the
interplay of risk and protective situations that predisposes
individuals to move from a mentally healthy condition to
increased vulnerability, then to a mental problem and
finally to a full-blown disorder. 

Major socioeconomic and environmental determinants
for mental health are related to macro-issues such as
poverty, war and inequity. For example, poor people often
live without the basic freedoms of security, action and
choice that the better-off take for granted. They often lack
adequate food, shelter, education and health; deprivations
keep them from leading the kind of life that everyone val-
ues (27). Populations living in poor socioeconomic cir-
cumstances are at increased risk of poor mental health,
depression and lower subjective well-being (28). Other
macro-factors such as urbanization, war and displace-
ment, racial discrimination and economic instability have
been linked to increased levels of psychiatric symptoma-
tology and psychiatric morbidity. 

Individual and family-related risk and protective factors
can be biological, emotional, cognitive, behavioural, inter-
personal or related to the family context. They may have
their strongest impact on mental health at specific sensitive
periods along the lifespan, and even have impact across
generations. Table 1 enumerates the main factors that have
been found to be related to the onset of mental disorders. 
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Preventive interventions should address malleable
determinants, including disease-specific as well as more
generic risk and protective factors, which are those com-
mon to several mental health problems and disorders.
Interventions that successfully address such generic fac-
tors may generate a broad spectrum of preventive effects.
There are also interrelationships between mental and
physical health: for example, cardiovascular disease can
lead to depression and vice versa. Mental and physical
health can also be related through common risk factors,
such as poor housing leading to both poor mental and
physical health. 

Major increase in understanding is needed of the rela-
tions between different mental disorders and between
mental health and physical health, and of the develop-
mental pathways of generic and disease-specific risk fac-
tors leading to mental ill-health. However, there is suffi-
cient evidence to warrant governmental and non-govern-
mental investments in the development, dissemination
and implementation of evidence-based programmes and
policies. Those interventions that address risk and protec-

tive factors with a large impact or that are common to a
range of related problems, including social and economic
ones, will be most cost-effective and attractive to policy-
makers and other stakeholders. 

THE EVIDENCE ON MACRO-STRATEGIES 
TO REDUCE THE RISK OF MENTAL DISORDERS

Changes in policy, legislation, and resource allocation
can provide countries and regions with substantial
improvements in mental health of the population. In addi-
tion to decreasing the risk of mental disorders and improv-
ing mental health, such changes have also been proven to
positively impact on the overall health, social and eco-
nomic development of societies. 

There is strong evidence that improving nutrition and
development in socioeconomically disadvantaged children
can lead to healthy cognitive development, improved edu-
cational outcomes and reduced risk for mental ill-health,
especially for those at risk or who are living in impover-
ished communities. The most effective intervention models
are those that include complementary feeding, growth
monitoring and promotion. These models combine nutri-
tional interventions (such as food supplementation) with
counselling and psychosocial care (e.g., warmth, attentive
listening) (29). Growth charts (which plot the weight of the
child against the expected weight) have also been suggest-
ed to be cost-effective (30). In addition, iodine plays a key
role in preventing mental and physical retardation and
impairment in learning ability (30). Iodine supplementa-
tion programmes which iodize salt or water ensure that
children obtain adequate levels of iodine. Global efforts
such as those supported by the United Nations Children’s
Fund (UNICEF) have led to 70% of the world’s households
using iodized salt. This protects 91 million newborns from
iodine deficiency (31) and indirectly prevents related men-
tal and physical health problems. 

Poor housing has been used as an indicator of poverty
and targeted to improve public health and reduce inequal-
ities in health. A recent systematic review on the health
effects of housing improvement suggests a promising
impact on physical and mental health outcomes. This
includes improvements in self-reported physical and men-
tal health and less mental health strain, as well as broader
positive social impacts on factors such as perceptions of
safety, crime and social and community participation (32). 

Low literacy and low levels of education are major
social problems in many countries, particularly in South
Asia and sub-Saharan Africa, and tend to be more com-
mon in women. Lack of education severely limits the abil-
ity of individuals to access economic entitlements. While
there have been impressive gains in improving literacy lev-
els in most countries through better educational pro-
grammes targeting children, there is much less effort
directed to today’s adult illiterates. It is expected that pro-

Risk factors Protective factors

Biological Psychological
Chronic insomnia Ability to cope with stress
Chronic pain Ability to face adversity
Early pregnancies Adaptability
Genetic risk factors Autonomy
Low birth weight Early cognitive stimulation
Medical illness Exercise
Neurochemical imbalance Feelings of security
Perinatal complications Feelings of mastery and control

Literacy
Psychological Positive attachment and early bonding
Academic failure and scholastic Problem-solving skills
demoralization Pro-social behaviour

Attention deficits Self-esteem
Communication deviance Skills for life
Emotional immaturity and dyscontrol Social and conflict management skills
Excessive substance use Socioemotional growth
Loneliness Stress management
Poor work skills and habits
Reading disabilities Social
Sensory disabilities or organic handicaps Safe maternal behaviour during pregnancy
Social incompetence Good parenting

Positive parent-child interaction
Social Social support of family and friends
Caring for chronically ill or dementia Mental health promoting school
patients and workplaces

Child abuse and neglect Safe and supportive communities
Elder abuse
Exposure to aggression, violence
and trauma

Family conflict or family disorganization
Low social class
Parental mental illness
Parental substance abuse
Personal loss – bereavement
Stressful life events
Substance use during pregnancy

Table 1 Risk and protective factors for mental health and mental
disorders
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grammes aimed at improving literacy, in particular target-
ing adults, may have tangible benefits in reducing psycho-
logical strain and promoting mental health. Ethnographic
research in India, for example, has noted that literacy pro-
grammes have significant consequences beyond the acqui-
sition of specific skills (33). By bringing women together in
new social forms that provided them with information
about and ideas from wider worlds, the classes were
potential catalysts for social change. By participating in
campaigns as volunteer teachers, impoverished literate
women and girls gained a sense of pride, self-worth and
purpose. The positive mental health impact was mediated
through a number of pathways, including acquisition of
numeracy skills which reduced the risk of being cheated,
greater confidence in expressing one’s rights and a reduc-
tion of barriers to accessing opportunities. All of these out-
comes have been associated with protection against men-
tal ill-health and reducing the risks for mental disorders. 

In many developing countries, economic insecurity is a
consistent source of stress and worry that can lead to
symptoms of depression, mental disorders and suicide.
Non-governmental organizations, such as the Bangladesh
Rural Advancement Committee (BRAC), have developed
programmes for poverty alleviation targeting credit facili-
ties, gender equity, basic health care, nutrition, education
and human rights issues. Provision of loans from such
sources may reduce the risk of mental illness by removing
a key cause of stress: the threat posed by the informal
moneylender. An evaluation of the BRAC poverty allevia-
tion programmes, which reach out to millions of the poor-
est people in Bangladesh, indicates that psychological
well-being of women who are BRAC members is better
than those who are not (34). 

Many community interventions have focused on devel-
oping empowering processes and building a sense of own-
ership and social responsibility within community mem-
bers. An example is the Communities that Care (CTC) Pro-
gramme, which has been implemented successfully in sev-
eral hundred communities in the USA and is currently
being adopted and replicated in the Netherlands, England,
Scotland, Wales and Australia. The CTC engages commu-
nities to implement violence and aggression prevention
systems, through the use of local data to identify risks and
develop actions (35). Action includes interventions work-
ing simultaneously at multiple levels: the community (e.g.,
media, policy change), the school (e.g., changing manage-
ment or teaching practices), the family (e.g., parent train-
ing) and the individual (e.g., social competence). 

Effective regulatory interventions for addictive sub-
stances that can be implemented at international, nation-
al, regional and local levels include taxation, restrictions
on availability and total bans on all forms of direct and
indirect advertising (36). 

Price is one of the largest determinants of alcohol and
tobacco use. A tax increase that raises tobacco prices by
10% reduces the consumption of tobacco products by

about 5% in high income countries and 8% in low and
middle income countries. Similarly for alcohol, a 10%
increase in price can reduce the long-term consumption of
alcohol by about 7% in high income countries and,
although there are very limited data, by about 10% in low
income countries (36). In addition, increases in alcohol
taxes reduce the incidence and prevalence of alcohol-
related liver disease, traffic accidents and other intention-
al and unintentional injuries, such as family violence and
the negative mental health impacts due to alcohol con-
sumption.

Laws that increase the minimum legal drinking age
reduce alcohol sales and problems among young drinkers.
Reductions in the hours and days of sale and numbers of
alcohol outlets and restrictions on access to alcohol are
associated with reductions in both alcohol use and alco-
hol-related problems. 

THE EVIDENCE OF INTERVENTIONS TO REDUCE
STRESSORS AND ENHANCE RESILIENCE

Targeting vulnerable populations to decrease stressors
and to enhance resilience can be effective in preventing
mental and behavioural disorders and in promoting men-
tal health. The following sections present some evidence
across the lifespan. 

Infancy, childhood and adolescence

Evidence from home visiting interventions during preg-
nancy and early infancy, addressing factors such as mater-
nal smoking, poor social support, parental skills and early
child-parent interactions, has shown health, social and
economic outcomes of great public health significance
(37). These include improvement of mental health both in
the mothers and the newborns, less use of health services,
and long-term reductions in problem behaviours after 15
years. These interventions can be also cost-effective when
long-term outcomes are taken into account. 

The Prenatal and Infancy Home Visiting Programme
(38,39), a two-year nurse home visiting programme for
impoverished adolescents pregnant for the first time, is an
effective example with benefits both for the mothers and the
newborns. RCTs showed reductions in low birth weight
(increase of up to 400 g), a 75% reduction in preterm deliv-
ery, more than a two-fold reduction in emergency visits, and
a significant reduction in child abuse among unmarried
teens. Mothers showed an 82% increase in employment,
and postponed their second child by more than 12 months.
When children were 15 years of age, they were 56% less like-
ly to have problems with alcohol or drugs, and reported
56% fewer arrests, 81% fewer convictions and a 63% reduc-
tion in the number of sexual partners. Families were better
off financially and the government’s costs for such families
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more than compensated for the programme’s cost (38-41).
However, not all home visiting programmes with nurses and
social workers have been found to be effective (42), stressing
the need to identify factors that predict intervention efficacy. 

Interventions for children from impoverished families to
enhance cognitive functioning and language skills have pro-
duced improved cognitive development, better school
achievement and fewer conduct problems. The High/Scope
Perry Preschool Project, for example, found benefits up to
ages 19 and 27 on lifetime arrests (40% reduction) and a
seven-fold economic return on the government’s investment
in the programme (43,44).

Parent management training programmes have also
shown significant preventive effects, like the “The Incredi-
ble Years”, which provides a behaviourally-based inter-
vention that increases positive interactions between the
child and the parent, improves the child’s problem-solving
behaviour and social functioning, and reduces conduct
problems at home and school. The programme uses video-
tape modelling methods and includes modules for parents,
school teachers and children (45,46). 

Only two types of proactive strategies have proven some
efficacy in preventing or reducing child abuse: home visit-
ing programmes for high-risk mothers and self-defence
programmes for school-aged children to prevent sexual
abuse (47). Home visiting programmes, like the Prenatal
and Infancy Home Visiting Programme described above,
have shown, during the first two years, a drop of 80% of
cases of verified child abuse or neglect. Self-defence pro-
grammes provide children with knowledge and skills to
prevent their own victimization. These school-based pro-
grammes are widely implemented in the USA in primary
schools. Well-controlled trials have shown that children do
better in terms of knowledge and skills (48). However, no
evidence from these programmes is yet available on reduc-
ing the rate of child abuse.

Children of parents with mental illness, for example
children of depressed parents, are at as much as 50% risk
of developing a depressive disorder before age 20 (49). Evi-
dence indicates that the transgenerational transfer of men-
tal disorders is the result of interactions between genetic,
biological, psychological and social risk factors from as
early as pregnancy and infancy (50). Interventions aimed
to prevent transgenerational transfer address risk and pro-
tective factors such as the family’s knowledge about the ill-
ness, psychosocial resilience in children, parent-child and
family interactions, stigma and social network support.
Controlled outcome studies on such programmes are still
scarce, although promising, such as an RCT on a cogni-
tive-oriented group programme, showing a decrease in
new and recurrent depressive episodes from 25% in the
control group to 8% in the prevention condition over the
first year after the intervention, and from 31% to 21%
respectively over the second follow-up year (51).

School-based programmes through social-emotional
learning and ecological interventions improve mental

health (52). Some interventions target the whole school in
an integrated approach across years, while other interven-
tions target only one part of the school (e.g., children in a
given grade) or a specific group of students identified to be
at risk. Outcomes have included academic improvement,
increased problem-solving skills and social competence,
as well as reductions in internalizing and externalizing
problems such as depressive symptoms, anxiety, bullying,
substance use and aggressive and delinquent behaviour. 

Ecologically-focused interventions address contextual
variables in the child’s home or school. Programmes that
restructure the school environment (e.g., School Transition-
al Environment Project) (53), influence the classroom cli-
mate (e.g., Good Behavior Game) (54) or the whole school
climate (e.g., Norwegian Bullying Prevention Programme)
(55) have shown to improve emotional and behavioural
functioning and to prevent or reduce symptoms and associ-
ated negative outcomes.

Adolescents of divorced parents exhibit higher levels of
school drop out, teen pregnancies, externalizing and inter-
nalizing problems, and a higher risk of divorce and prema-
ture mortality. Effective school-based programmes for chil-
dren of divorced parents (e.g., Children’s Support Group,
Children of Divorce Intervention Programme) teach specif-
ic cognitive-behavioural coping skills, provide social sup-
port and reduce stigmatization, and have led to decreases
in depressive symptomatology and behaviour problems at
one-year follow-up (56-58). Parent-focused programmes to
improve parenting skills and deal with emotions associated
with divorce have improved mother-child relationship
quality and reduced internalizing and externalizing prob-
lems in the children. One six-year randomized follow-up
study revealed a difference in prevalence of mental disor-
ders, where 11% of the adolescents in the experimental
group had a one-year prevalence of diagnosed mental dis-
orders, compared with 23.5% in the control group (59). 

Parental death is related to higher symptoms of anxiety
and depression, including clinical depression, behaviour
problems and lower academic success. Although there are
many interventions available for children suffering from
bereavement, only a few have been evaluated in controlled
trials (58). A successful example is an intervention target-
ing simultaneously children, adolescents and surviving
caregivers, which led to positive parent-child relations,
coping, caregiver mental health, discipline and sharing of
feelings (60). Effects were stronger for those children who
were more at risk, that is, those already showing symptoms
at the start of the programme. 

Adulthood

Work stress and unemployment can contribute to poor
mental health and increase the incidence of depression,
anxiety, burn-out, alcohol-related problems, cardiovascu-
lar illness and suicidal behaviour. 
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To reduce work stress, interventions may be directed at
either increasing the coping capacity of the employee or at
reducing stressors in the work environment. Three types of
strategies can address work conditions: task and technical
interventions (e.g., job enrichment, ergonomic improve-
ments, reduction of noise, lowering the workload), improving
role clarity and social relationships (e.g., communication,
conflict resolution) and interventions addressing multiple
changes directed both at work and employees. Notwithstand-
ing the existence of national and international legislation with
respect to the psychosocial work environment, which puts
the emphasis on risk assessment and risk management, most
programmes aim at reducing the cognitive appraisal of stres-
sors and their subsequent effects, rather than at the reduction
or elimination of the stressors themselves (61). 

The most well-known universal interventions in response
to job loss and unemployment tend to be legal policies gov-
erning unemployment insurance and welfare assistance or
policies associated with improving job security. Their avail-
ability varies dramatically across different parts of the world.
A variety of workplace policies are available to reduce the
risk of job loss and unemployment, including job sharing,
job security policies, cutbacks on pay and reduced hours. No
empirical evidence is available on their potential to protect
the mental health of employees, although their power to
reduce stress related to unemployment is quite obvious. 

A number of interventions support unemployed workers
returning to paid employment, such as the Job Club and the
JOBS Programme (61). These low-complexity and low-cost
programmes combine basic job search skills with enhanc-
ing motivation, coping skills and social support. The JOBS
programme has been tested and replicated in large-scale
randomized trials in the USA (62-64) and Finland (65),
showing increased rates of re-employment, better quality
and pay of jobs obtained, increases in job search self-effica-
cy and mastery, and reductions in depression and distress. 

Caregivers of chronically ill and elderly are at increased
risk of suffering from high levels of stress and incidence of
depression. Outcomes across a large range of controlled
intervention studies on psycho-educational interventions
for family caregivers of older adults have shown significant
improvements in caregiver burden, depression, subjective
well-being and perceived caregiver satisfaction (66). Psy-
cho-educational interventions include providing informa-
tion on the care receiver’s disease and available resources
and services, and training to respond effectively to disease-
specific problems. Such interventions make use of lectures,
group sessions and written materials.

Older populations

Different types of interventions have been successful to
different degrees in improving the mental health of older
populations, including exercise, improving social support
through befriending, patient education among chronically

ill elderly and their caregivers, early screening, interven-
tions in primary care and programmes using life review
techniques. Preventing craniocerebral traumas, high sys-
tolic blood pressure and high cholesterol levels seem also
to be effective in reducing the risk of dementia. 

For example, exercise, such as aerobic classes and Tai
chi, provide both physical and psychological benefits in
older populations, including increased life satisfaction,
positive mood states and mental well-being, reductions in
psychological distress and depressive symptoms, lower
blood pressure and fewer falls (67). 

Other interventions, although having shown promising
effects, call for replication studies: for example, early geri-
atric screening and case management, including social
services provision, as means to decrease depression and
increase life satisfaction (68). 

Although depression is common among the elderly,
almost no controlled studies exist on depression preven-
tion and suicide prevention for this group. Some evidence
is available pointing at improved social relationships and
fewer depressive symptoms among participants in a pro-
gramme involving widows supporting other widows. Pre-
liminary evidence is also suggesting that life review meet-
ings and reminiscence therapy might reduce the risk of
depression in the elderly, especially among nursing home
residents (69), although benefits seem to disappear over
time, suggesting the need for continued support. 

Depression is also common in those who suffer from
chronic or stressful physical conditions, but only a few exam-
ples of effective interventions exist in this area. Patient educa-
tion techniques that teach about the prognosis and manage-
ment strategies to deal with chronic conditions have shown
short-term beneficial effects like reductions in depressive
symptoms (70). Providing hearing aids to elderly people with
hearing loss might also lead to better social, emotional and
cognitive functioning and reductions in depression (71).

FROM EVIDENCE TO POLICY AND PRACTICE

The evidence generated over the last few decades and
briefly summarized above shows that it is possible to reduce
the risk of mental ill-health and prevent mental disorders.
The critical task then is to facilitate the use of this evidence
for policy and practice. This section briefly describes some
of the steps and factors that can facilitate international,
national and local efforts for prevention of mental and
behavioural disorders.

International

Global advocacy is needed to enhance awareness and
credibility of prevention efforts in mental health. The avail-
able evidence and information needs to be disseminated
widely to policy makers and also to general public. Current
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knowledge and resources in prevention of mental disorders
and mental health promotion are unevenly distributed
around the world. International initiatives are needed to sup-
port countries that still are lacking capacity and expertise in
this field. International training initiatives should be under-
taken in collaboration with international organizations that
already have the capacity for and experience of such initia-
tives, especially in middle and low income countries. 

To strengthen the knowledge base, the capacity for preven-
tion research, especially through international collaboration,
needs to be expanded. This should include the development of
a network of collaborating research centres responsive to the
needs of low, middle and high income countries. Special
attention of researchers is needed for: multisite and replication
studies on the cultural sensitivity of programmes and policies;
longitudinal studies to test the long-term impact of preventive
interventions; research on the interrelatedness of mental,
physical and social health problems; cost-effectiveness studies
to identify the most efficient strategies and the value of pre-
vention beyond its mental health benefits; and studies identi-
fying effect predictors in order to improve effectiveness.

National 

Governmental agencies need to develop national and
regional policies on prevention of mental disorders and
mental health promotion as part of public health policy and
in balance with treatment and rehabilitation. Public policy
approach should encompass horizontal actions through dif-
ferent public sectors, such as the environment, housing,
social welfare, labour and employment, education, criminal
justice and human rights protection. Governments should
enhance national coordination of initiatives, practices and
professionals for a more efficient use of resources. 

Governments need to develop national and local infra-
structures for prevention and promotion to work in collab-
oration within other public health and public policy plat-
forms. Governments and health insurance companies
should allocate appropriate resources for the implementa-
tion of evidence-based action, including: supporting capac-
ity building across multiple sectors with assigned responsi-
bilities; funding training, education, implementation and
evaluation research; and stimulating coordination of the
different sectors that are related to mental health. 

High levels of comorbidity among psychiatric disorders
and physical ill health call for integrated prevention strate-
gies within primary and secondary health care. Supportive
policies for prevention in primary and secondary care are
needed, along with increased resources and training. 

To sustain public health benefits over a longer period of
time, it is crucial to develop communities’ accountability
to support sustainable strategies within health agencies.
Governmental authorities and providers should select pro-
grammes and policies that can build on existing infrastruc-
tures and resources. Mental health promotion and preven-

tion components should be structurally integrated with
existing effective health promotion programmes and social
policies in schools, workplaces and communities.

Local

Prevention policies need to be based on systematic
assessments of public mental health needs. To enlarge the
impact of preventive interventions on the mental health of
whole populations, interventions that have the capacity to
have a large reach in such populations need to be devel-
oped. Programme developers and providers need to be
guided by evidence-based principles and conditions that
can increase effectiveness and cost-effectiveness and can
improve simultaneously mental and physical health and
generate social and economic benefits.

Cultural adaptation and tailoring needs to be undertak-
en by service providers, especially when evidence-based
programmes are adopted from other countries or cultures,
or when they are implemented in communities and target
populations that differ from the ones in which they were
originally developed and tested. Although culturally modi-
fied, adaptations should be guided by principles of effective
intervention and implementation. More insight needs to be
developed into the transferability, opportunities for adapta-
tion and reinvention of evidence-based programmes and
policies across countries and cultures. 

Practitioners and programme implementers are urged to
ensure a high quality of programme implementation and
to make use of tools to improve and ensure programme
implementation with fidelity, such as manuals for pro-
gramme provision, guidelines for effective implementa-
tion, training and supervision. 

ROLES AND RESPONSIBILITIES
OF MENTAL HEALTH PROFESSIONALS

Mental health professionals, including psychiatrists,
psychologists, psychiatric nurses, social workers and other
professionals with training in mental health, can and need
to play a variety of roles to make prevention of mental and
behavioural disorders a reality. These can be briefly sum-
marized as follows.

As advocates

Mental health professionals are well placed to increase
awareness and information on prevention among policy
makers, other professionals and the general population, to
create an environment that is more conducive to prevention
efforts. Mental disorders are currently widely understood to
be without recognizable causes and generally non-prevent-
able. Correct information on the known causes and possible
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methods to decrease the incidence and improve the course
of mental disorders needs to be made available widely to
remove these myths. 

As technical advisers on prevention
programme development

Because of their knowledge base, mental health profes-
sionals need to advise public health planners and programme
developers on the possibilities of initiating prevention inter-
ventions or integrating mental health components into exist-
ing programmes. The possibilities for this role are enormous,
since most countries and communities have public health and
social programmes that can serve the cause of prevention of
mental disorders. Even if no changes are needed, an aware-
ness that the programme may be having an impact on preven-
tion of mental disorders helps to reinforce the need for the
programme to be continued or expanded.

As leaders or collaborators in prevention programmes

In many cases, mental health professionals need to take an
active role in initiating prevention programmes. This role can
be as a leader or as an active collaborator, especially in an inter-
sectoral programme. Some of the most effective prevention
programmes have been initiated by mental health profession-
als working in close collaboration with other professionals.

As researchers

Mental health professionals need to take the challenge of
further research on prevention of mental disorders. It is
known that research on mental health as a proportion of
overall research in health is far less than the proportionate
burden of mental disorders; such research from low and mid-
dle income countries is even rarer (72-74). Even within the
available mental health research, prevention research is
scant. Mental health professionals and researchers need to
correct this imbalance and create a better evidence base
especially from low and middle income countries. Evidence
base is particularly lacking on real world implementation, a
gap that can be bridged by integrating a systematic evalua-
tion component within existing prevention programmes. To
overcome funding shortcomings, innovative proposals, espe-
cially if intersectoral in nature and targeted on multiple out-
comes, are likely to generate increasing interest from poten-
tial funding agencies.

As professional care providers

Mental health professionals come in close contact with
people with mental disorders and their families. The

opportunities for primary prevention in these settings are
enormous. People with one or more mental disorders
(either active or in remission) are more likely to develop
another mental disorder. Preventive interventions among
these people, even though they may be in contact with
mental health professionals, are often ignored. Examples
include prevention of depression among people with a
substance use disorder or of emotional disorders in a child
with a specific developmental disorder.

Another way mental health care providers can assist in
prevention efforts is by initiating prevention interventions
in family members of those taking mental health care. Pre-
ventive approaches for children of parents with a diag-
nosed mental disorder, who are particularly at risk, can be
highly effective but unfortunately not applied often. Mental
health professionals need to balance their role of providing
much needed care to the patients who are under treatment
with preventing future need for care among their families.

CONCLUSIONS

Prevention of mental disorders is a public health priority.
In view of the high and increasing burden of mental and
behavioural disorders and the recognized limitations in
their treatment, the only sustainable method for reducing
their burden is prevention. Social and biological sciences
have provided substantial insight into the role of risk and
protective factors in the developmental pathways to mental
disorders and poor mental health. Many of these factors are
malleable and potential targets for prevention and promo-
tion measures. There is a wide range of evidence-based gen-
eral policies and strategies available for implementation to
prevent mental and behavioural disorders in addition to
those that are specific to particular disorders. Preventive
strategies have been found to reduce risk factors, strengthen
protective factors, decrease psychiatric symptoms and the
onset of some mental disorders; they also contribute to bet-
ter mental and physical health and generate social and eco-
nomic benefits. 

Although sufficient evidence warrants implementation,
further efforts are needed to continue expanding the spec-
trum of effective preventive interventions, to improve their
effectiveness and cost-effectiveness in varied settings and
to continue strengthening the evidence base. This requires
a process of repeated evaluation of programmes and poli-
cies and their implementation in addition to more con-
trolled research studies.

Mental health professionals have several important roles to
play in the prevention field. These include their roles as advo-
cates, technical advisers, programme leaders, researchers and
preventive care providers. These are challenging but likely to
be very rewarding responsibilities. However, population-
based outcomes can only be expected when sufficient
human and financial resources are invested. Financial sup-
port should be allocated to the implementation of evidence-
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based prevention programmes and policies and to the devel-
opment of required infrastructures. In addition, investments
in capacity building at the country level should be promoted,
providing training and creating a workforce of informed pro-
fessionals. Much of this investment will need to come from
governments, as they have the ultimate responsibility for
population health. Current resources for prevention of men-
tal disorders and mental health promotion are unevenly dis-
tributed around the world. International initiatives are need-
ed to reduce this gap and to support low income countries in
developing prevention knowledge, expertise, policies and
interventions that are responsive to their needs, culture, con-
ditions and opportunities. 

Prevention of mental disorders and mental health pro-
motion need to be an integral part of public health and
health promotion policies at local and national levels. Pre-
vention and promotion in mental health should be integrat-
ed within a public policy approach that encompasses hori-
zontal action through different public sectors, such as the
environment, housing, social welfare, labour and employ-
ment, education, criminal justice and human rights. This
will generate “win-win” situations across sectors, including
a wide range of health, social and economic benefits. 

References

1. Hosman C, Jané-Llopis E, Saxena S (eds). Prevention of mental
disorders: effective interventions and policy options. Oxford:
Oxford University Press (in press).

2. World Health Organization. Summary report: Prevention of men-
tal disorders - effective interventions and policy options. Geneva:
World Health Organization, 2004.

3. Detels R, McEwan J, Beaglehole (eds). Oxford textbook of public
health, 4th ed. Oxford: Oxford University Press, 2002.

4. Boddy D (ed). The evidence of health promotion effectiveness:
shaping public health in a new Europe. A report for the European
Commission. Brussels-Luxembourg: ECSC-EC-EAAEC, 1999.

5. Brown CH, Berndt D, Brinales JM et al. Evaluating the evidence of
effectiveness for preventive interventions: using a registry system to
influence policy through science. Addict Behav 2000;25:955-64.

6. MacDonald G. A new approach for evaluating effectiveness in
health promotion interventions. In: Norheim L, Waller M (eds).
Best practices: papers on quality and effectiveness in health promo-
tion. Helsinki/Tallinn: Finnish Centre for Health Promotion/Eston-
ian Centre for Health Promotion and Education, 2000:155-62.

7. McQueen DV. Strengthening the evidence base for health promo-
tion. Health Promot Int 2001;16:261-8.

8. McQueen DV. The evidence debate. J Epidemiol Community
Health 2002;56:83-4.

9. Rada J, Ratima M, Howden-Chapman P. Evidence-based pur-
chasing of health promotion: methodology of reviewing evidence.
Health Promot Int 1999;14:177-87.

10. Raphael D. The question of evidence in health promotion. Health
Promot Int 2000;15:355-66.

11. Tones K. Beyond the randomized controlled trial: a case for judi-
cial review. Health Educ Res 1997;12:1-2.

12. Tones K. Evaluating health promotion: beyond the RCT. In:
Norheim L, Waller M (eds). Best practices: papers on quality and
effectiveness in health promotion. Helsinki/Tallinn: Finnish Cen-
tre for Health Promotion/Estonian Centre for Health Promotion
and Education, 2000:86-101.

13. Sackett DL, Rosenberg WM, Gray JA et al. Evidence based medi-
cine: what it is and what it isn’t. Br Med J 1996;312:71-2.

14. Jané-Llopis E, Hosman C, Jenkins R et al. Predictors of efficacy in
depression prevention. Meta-analysis. Br J Psychiatry 2003;183:
384-97.

15. Tobler NS, Stratton HH. Effectiveness of school-based drug pre-
vention programs: a meta-analysis of the research. J Prim Prev
1997;18:71-128.

16. Hosman CMH, Engels C. The value of model programmes in
mental health promotion and mental disorder prevention. Int J
Ment Health Promot 1999;1:1-14.

17. Schinke S, Brounstein P, Gardner S. Science-based programmes
and principles. Rockville: SAMHSA, Center for Substance Abuse
Prevention, 2003. 

18. McQueen DV, Anderson LM. What counts as evidence: issues
and debates. In: Rootman I, Goodstadt M, Hyndman B et al
(eds). Evaluation in health promotion: principles and perspec-
tives. Copenhagen: World Health Organization, 2001:63-82.

19. Nutbeam D. Achieving best practice in health promotion:
improving the fit between research and practice. Health Educ Res
1996;11:317-25. 

20. Nutbeam D. Measuring effectiveness of health promotion. In:
Boddy D (ed). The evidence of health promotion effectiveness:
shaping public health in a new Europe. A report for the European
Commission. Brussels-Luxemburg: ECSC-EC-EAAEC, 1999:1-11. 

21. Nutbeam D. The challenge to provide ‘evidence’ in health pro-
motion. Health Promot Int 1999;14:99-101.

22. Speller V, Learnmouth A, Harrison D. The search for evidence of
effective health promotion. Br Med J 1997;315:361-3.

23. Jané-Llopis E, Katschnig H, McDaid D et al. Evidence base of
interventions for mental health promotion and mental disorder
prevention. A report of the EC Mental Health Working Party, Task-
force on Evidence. Luxembourg: European Communities, 2006. 

24. Rutter M. Resilience in the face of adversity. Br J Psychiatry
1985;147:598-61.

25. Coie JD, Watt NF, West SG et al. The science of prevention: a con-
ceptual framework and some directions for a national research
program. Am Psychol 1993;48:1013-22.

26. Ingram RE, Price JM (eds). Handbook of vulnerability to psy-
chopathology: risk across the lifespan. New York: Guilford, 2000.

27. World Bank. World development report: attacking poverty.
Oxford: Oxford University Press, 2000.

28. Patel V, Jané-Llopis E. Poverty, social exclusion and disadvan-
taged groups. In: Hosman C, Jané-Llopis E, Saxena S (eds). Pre-
vention of mental disorders: effective interventions and policy
options. Oxford: Oxford University Press (in press).

29. World Health Organization. A critical link: interventions for
physical growth and child development. Geneva: World Health
Organization, 1999.

30. World Health Organization. The world health report 2002: reduc-
ing risks, promoting healthy life style. Geneva: World Health
Organization, 2002.

31. United Nations Children’s Fund. UNICEF annual report 2002.
New York: United Nations Children’s Fund, 2002.

32. Thomson H, Petticrew M, Morrison D. Housing interventions
and health – a systematic review. Br Med J 2001;323:187-90. 

33. Cohen A. Our lives were covered in darkness. The work of the
National Literary Mission in Northern India. In: Cohen A, Klein-
man A, Saraceno B (eds). World mental health casebook: social
and mental health programs in low-income countries. London:
Kluwer/Plenum, 2002:153-190.

34. Chowdhury A, Bhuiya A. Do poverty alleviation programs reduce
inequities in health? The Bangladesh experience. In: Leon D,
Walt G (eds). Poverty, inequality and health. Oxford: Oxford Uni-
versity Press, 2001:312-22.

35. Hawkins JD, Catalano RF, Arthur MW. Promoting science-based
prevention in communities. Addict Behav 2002;27:951-76.

IMP. 5-14  2-02-2006  9:30  Pagina 13



14 WWoorrlldd  PPssyycchhiiaattrryy  55::11  --  February 2006

36. Anderson P, Biglan A, Holder H. Substance use disorders. In: Hos-
man C, Jané-Llopis E, Saxena S (eds). Prevention of mental disor-
ders: effective interventions and policy options. Oxford: Oxford
University Press (in press).

37. Brown H, Sturgeon S. Healthy start of life and reducing early
risks. In: Hosman C, Jané-Llopis E, Saxena S (eds). Prevention of
mental disorders: effective interventions and policy options.
Oxford: Oxford University Press (in press).

38. Olds D. The Prenatal/Early Infancy Project: fifteen years later. In:
Albee GW, Gulotta TP (eds). Primary prevention works. Thou-
sand Oaks: Sage, 1997:41-67.

39. Olds DL. Prenatal and infancy home visiting by nurses: from ran-
domized trials to community replication. Prev Sci 2002;3:1153-72.

40. Olds DL, Eckenrode J, Henderson CR et al. Long-term effects of
home visitation on maternal life course and child abuse and neglect:
fifteen-year follow-up of a randomized trial. JAMA 1997;278:637-43.

41. Olds DL, Henderson CR Jr, Cole R et al. Long-term effects of
nurse home visitation on children’s criminal and antisocial
behaviour: a 15-year follow-up of a randomized trial. JAMA
1998;280:1238-44.

42. Villar J, Farnot U, Barros F et al. A randomized trial of psychoso-
cial support during high-risk pregnancies. The Latin American
Network for Prenatal and Reproductive Research. N Engl J Med
1992;327:1266-71.

43. Schweinhart LJ, Barnes HV, Weikart DP. Significant benefits: the
High/Scope Perry preschool study through age 27. Monographs
of the High/Scope Educational Research Foundation, 10. Ypsi-
lanti: High/Scope Press, 1993.

44. Schweinhart LJ, Weikart DP. The High/Scope preschool curriculum
comparison study through age 23. Early Child Res Q 1997;12:117-43.

45. Webster-Stratton C, Reid MJ. The Incredible Years parents, teach-
ers and children training series: a multifaceted treatment
approach for young children with conduct problems. In: Kazdin
AE (ed). Evidence-based psychotherapies for children and ado-
lescents. New York: Guilford, 2003:224-40.

46. Webster-Stratton C, Reid MJ, Hammond M. Preventing conduct
problems, promoting social competence: a parent and teacher train-
ing partnership in Head Start. J Clin Child Psychol 2001;30:283-302.

47. Hoefnagels C. Preventing child abuse and neglect. In: Hosman C,
Jané-Llopis E, Saxena S (eds). Prevention of mental disorders:
effective interventions and policy options. Oxford: Oxford Uni-
versity (in press). 

48. Rispens J, Aleman A, Goudena PP. Prevention of child sexual
abuse victimization: a meta-analysis of school programs. Child
Abuse Negl 1997;21:975-87.

49. Beardslee W, Keller MB, Lavori PW et al. Psychiatric disorder in
adolescent offspring of parents with affective disorder in a non-
referred sample. J Affect Disord 1988;15:313-22. 

50. van Doesum K, Hosman C, Riksen-Walraven M. A model based
intervention for depressed mothers and their infants. Infant Ment
Health J (in press).

51. Clarke GN, Hornbrook M, Lynch F et al. A randomized trial of a
group cognitive intervention for preventing depression in adolescent
offspring of depressed parents. Arch Gen Psychiatry 2001;58:1127-34. 

52. Domitrovich C, Weare K, Greenberg M et al. Schools as a context
for the prevention of mental health disorders and promotion of
mental health. In: Hosman C, Jané-Llopis E, Saxena S (eds). Pre-
vention of mental disorders: effective interventions and policy
options. Oxford: Oxford University Press (in press).

53. Felner RD, Brand S, Adan A et al. Restructuring the ecology of the
school as an approach to prevention during school transitions: lon-
gitudinal follow-up and extensions of the School Transitional Envi-
ronment Project (STEP). Prev Hum Serv 1993;10:103-36.

54. Kellam SG, Rebok GW, Ialongo N et al. The course and mal-
leability of aggressive behaviour from early first grade into middle

school: results of a developmental epidemiologically-based pre-
ventive trial. J Child Psychol Psychiatry 1994;35:259-81.

55. Olweus D. Bully/victim problems among schoolchildren: basic
facts and effects of a school-based intervention program. In:
Rubin K, Heppler D (eds). The development and treatment of
childhood aggression. Hillsdale: Erlbaum, 1989:411-48.

56. Wolchik SA, West SG, Westover S et al. The children of divorce
parenting intervention: outcome evaluation of an empirically
based program. Am J Community Psychol 1993;21:293-31.

57. Wolchik SA, West SG, Sandler IN et al. An experimental evalua-
tion of theory-based mother and mother-child programs for chil-
dren of divorce. J Consult Clin Psychol 2000;68:843-56.

58. Sandler I, Ayers T, Dawson-McClure S. Dealing with family disrup-
tion: divorce and bereavement. In: Hosman C, Jané-Llopis E, Saxe-
na S (eds). Prevention of mental disorders: effective interventions
and policy options. Oxford: Oxford University Press (in press).

59. Wolchik SA, Sandler IN, Millsap RE et al. Six-year follow-up of
preventive interventions for children of divorce. A randomized
controlled trial. JAMA 2002;288:1874-81.

60. Sandler IN, Ayers TS, Wolchik SA et al. The family bereavement
program: efficacy evaluation of a theory-based prevention pro-
gram for parentally bereaved children and adolescents. J Consult
Clin Psychol 2003;71:587-600.

61. Price R, Kompier M. Work, stress and unemployment. In: Hos-
man C, Jané-Llopis E, Saxena S (eds). Prevention of mental dis-
orders: effective interventions and policy options. Oxford: Oxford
University Press (in press).

62. Caplan RD, Vinokur AD, Price RH et al. Job seeking, reemploy-
ment, and mental health: a randomized field experiment in cop-
ing with job loss. J Appl Psychol 1989;74:759-69.

63. Price RH, van Ryn M, Vinokur AD. Impact of a preventive job
search intervention on the likelihood of depression among the
unemployed. J Health Soc Behav 1992;33:158-67.

64. Vinokur AD, Schul Y, Vuori J et al. Two years after a job loss:
long-term impact of the JOBS Program on reemployment and
mental health. J Occup Health Psychol 2000;5:32-47.

65. Vuori J, Silvonen J, Vinokur AD et al. The Työhön job search pro-
gram in Finland: benefits for the unemployed with risk of depres-
sion or discouragement. J Occup Health Psychol 2002;7:5-19.

66. Sorensen S, Pinquart M, Duberstein P. How effective are inter-
ventions with caregivers? An updated meta-analysis. Gerontolo-
gist 2002;42:356-72.

67. Li F, Duncan TE, Duncan SC. Enhancing the psychological well-
being of elderly individuals through Tai Chi exercise: a latent growth
curve analysis. Structural Equation Modelling 2001;8:53-83.

68. Shapiro A, Taylor M. Effects of a community-based early interven-
tion program on the subjective well-being, institutionalization, and
mortality of low-income elders. Gerontologist 2002;42:334-41.

69. Haight BK, Michel Y, Hendrix S. Life review: preventing despair
in newly relocated nursing home residents: short-and long-term
effects. Int J Aging Hum Develop 1998;47:119-42.

70. Riemsma RP, Kirwan JR, Taal E et al. Patient education for adults
with rheumatoid arthritis (Cochrane Review). In: The Cochrane
Library, Issue 4, 2002. 

71. Mulrow CD, Aguilar C, Endicott JE et al. Quality-of-life changes
and hearing impairment. A randomized trial. Ann Intern Med
1990;113:188-94.

72. Rochon PA, Mashari A, Cohen A et al. Relation between ran-
domized controlled trials published in leading general medical
journals and the global burden of disease. Can Med Assoc J
2004;170:1673-7. 

73. Paraje G, Sadana R, Karam G. Increasing international gaps in
health-related publications. Science 2005;308:959-60.

74. Saxena S, Paraje G, Sharan P et al. The 10/90 divide in mental health
research: trends over a ten year period. Br J Psychiatry 2006;188:81-2.

IMP. 5-14  2-02-2006  9:30  Pagina 14


